BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and are provided with free text boxes to elaborate on their assessment. These free text comments are reproduced below.
This is the first internationally relevant synthesis of healthcare professionals' experiences of treating people with chronic non-malignant pain. We have presented a conceptual model that helps us to understand, think about and modify our experience of treating patients with chronic pain. Our findings highlight cultural scepticism that might explain why patients with chronic pain feel they are not believed. Findings highlight a potential dualism in the bio-psychosocial model and the complexity of navigating therapeutic relationships. Our conceptual model may be transferable to other patient groups or situations. 4 . Methods: p. 4 28 What is meta-ethnography? A clearer definition is required here. In the abstract it is stated that articles were collected from the inception to present time. This is not elaborated on in the methods section. It is not clear why this time period has been selected. Why not a later date? Also, in the findings, it would be useful to identify when were most studies were published. p. 4 34-38 It is stated that there are seven stages to metaethnography, but only six are listed. p. 5 26 In the introduction to the method the authors state that metaethnography goes beyond description to develop conceptual understandings. The authors need to describe in this section how this was undertaken. Further description of how constant comparative analysis was undertaken to develop initial concepts into themes is also needed. p.5 p.35 A reference is made to Figure 2 . This figure needs a heading and the flow chart needs to be adjusted to match the PRISMA chart. p. 5, 42 . Further clarification on the difference between the following reasons for exclusion is needed. What is the difference between the reasons for exclusion for the following: and two as irrelevant [133, 134] out of scope .? p. 5 44 , Authors state that they appraised five studies as ‗key papers' What criteria was used to identify ‗key papers‖? How did this influence analysis of the data? p.5, 49-50 -doctors, nurses and allied health professionals in various contexts and geographical locations‖. Further in text detail would be useful here. Who was most readily represented in the samples? How many doctors, nurses, allied health professionals took part in each study? Was there sufficient data from the primary studies to provide this information?
A definition of allied health professionals is also needed to identify which disciplines were included.
A brief overview of the main contexts and geographical locations would also be useful in text. p. 5 50 - Table 1 shows the author and year of publication, geographic context, number of participants, data collection method, analytic approach and sequence of analysis‖. This does not match the description on page 29 - Table 1 : Geographic context, sample size, data collection and analytic approach, order of analysis and professional group/topic‖ Table One requires significant review. The table provides an inadequate summary of the included studies. Consider the following headings: 1. Author/year/country 2. Study focus 3. Contributing participants (including numbers of doctors, nurses and allied health professionals) 4. Design: data collection and analysis 5. Substantial findings. p.5 54-60 Excellent identification and great scope for future research. p. 6, 8 A reference to a link for a supplementary file needs to be provided for the reader to view how the 371 concepts were developed into 42 conceptual categories 5. Ethics: Were the primary studies screened to check that they had received ethical approval? Were they excluded if ethical approval had not been obtained? 6. yes. 7 . N/a 8. Yes 9. Findings -do the findings address the research question? The aim of this paper is to present -A meta-ethnography to understand healthcare professionals' experience of treating adults with chronic non-malignant pain‖
The title of Figure 3 , which depicts the conceptual model developed from the meta-synthesis is entitled ‗Siren Song of Diagnosis'. This does not clearly link with the initial aim, and there needs to be some clarification regarding whether the focus of this paper is on identifying and diagnosing chronic pain or the treatment. My feeling is that it is the former. 10 . Are the findings presented clearly? p.6, 28 -This describes a cultural lens that provides a skeptical view of chronic non-malignant pain‖ it is not clear what a cultural lens is. It is also not obvious to the reader what is meant by a skeptical view. Further description of these concepts would enhance understanding of this theme. Also, the term -non-clinical judgement‖ is ambiguous and requires clarification. The introduction to this theme could be enhanced with reference to the lack of trust that HCPs have in what patients say regarding their pain.
Whilst quotes are supported by references to the studies, the findings would be enhanced if there was also identification of the participant discipline from the original study. p. 7, 1. What is ‗boundary work'? A definition is needed here. p. 7, 2. Which studies did the following concepts arise from?: This boundary work hinged on a multiplicity of dualities superposed on a polarity of ‗good' and ‗bad' (easy/difficult;explained/not explained, local/diffuse pain; adherent/non-adherent; stoical/weak; motivated; unmotivated; accepting/resisting; non-complaining/complaining; deserving/non-deserving). p. 7, 27 A brief description of the two models: the biomedical and the bio-psychosocial, is needed in the introduction of this theme to provide a reference for the reader as to how the two models differ. p.8, 59 -Some felt that a diagnosis could help a patient to move forward, or give a sense of relief. Some even ‗feign[ed] diagnostic certainty' to achieve this goal [137] .
The fact that they tell you that you have a problem that's not just to do with your nerves and that there's something wrong physically . . . Just that gives you a certain sense of relief [166] .‖ Clarification of participants is needed here: -Some x felt…‖. Some [insert people who are being referred to here] even ‗feign[ed]….‖.
Again, the provision of details of the participant from the original study would enhance the findings dramatically. p.9, 33 remove -/‖ p. 10, 11. Authors state -This theme describes the HCP as simultaneously advocate of the patient and the healthcare system‖. Further clarification regarding which aspects of the healthcare system are being referred to here are needed. What is meant by dual advocacy? How did the findings reflecting advocating for the health system? It would appear rather, that the findings regarding the health system are related to the presence or absence of collegial support. This quote is poorly linked to the theme. Consider removing.
p. 14, 17-25 The poles are neither inherently good nor bad; just as bass and treble are neither inherently good nor bad. It is the correct mix within a context that contributes to the quality of music. Our console also incorporates the pitch or level of loss, both professional and personal, that can contribute to the harmony or dissonance of a therapeutic encounter. This is a really beautiful analogy. Further description of Figure 3 is needed. How did the authors arrive at the conclusion of where to place the knobs on the five scales?
11. Discussion and justification Again, clarification regarding whether this paper is about diagnosis or treatment is needed. p.15, 18 Do any studies exist that have explored or implemented a bio-psychosocial approach exist in the literature? Support from these would be useful here.
A recommendation is made by the authors that -It might be useful for clinical educators to consider overlaps in training need between palliative care and chronic pain management‖. The link with palliative care is not clear here, as this has not been introduced in the paper until now. What educational preparation exists at present for HCPs regarding chronic pain? Some discussion around this would be helpful.
p.15, 37-38 HCPs did not discuss -their own personal life context which is also likely, at times, to contribute and make HPCs less resilient to personal or professional losses. This identifies a limitation in the studies included. Do other studies support this statement that personal life influences HCP experiences in management of chronic pain? Or, is this a gap in the literature? Clarification needed here.
Limitations:
p. 15, [42] [43] [44] [45] [46] [47] [48] [49] [50] [51] [52] [53] [54] [55] This detail belongs in the section discussing the critique on the quality of the studies. -We need to consider that there is currently no agreed way of making an assessment of confidence for qualitative synthesis. We utilised the GRADE-CERQual to rate confidence as high when a theme was supported by a least half of the studies (n≥39)‖.
-There are issues to be considered in our use of GRADE-CERqual: First, we know that there is limited agreement about what a good qualitative study is [22, 24] . Secondly, although weight (adequacy) and consistency (coherence) [25] of data can contribute to the gravity of a finding, it is important to consider that gravity has a qualitative component; a single idea can exert a strong gravitational pull. The Tale of the Emperor's New Clothes highlights the validity of a small voice in the crowd‖.
Further clarification of what you are trying to say here is needed. Are you saying that although greater validity can be associated with consistency of findings across studies is important, the value of stand alone findings is also valuable? If this is so, is a weakness of the study the exclusion of findings that are different to those that were not consistently identified?
Another weakness of the review that needs to be considered is the limited description of participants. It is unclear if the perspectives represented are shared by doctors, nurses and allied health professionals. It is also unclear if each professional group was represented in the findings, or whether the findings are more representative of one professional group. What's the basis for the conceptual analysis, what was the emerging model or conceptualization that guided the researchers in filtering and configuring the 371 elements to 42 larger constructs and then to 6? The process is not sufficiently documented. Later at the end of the findings we hear the analogy of a ‗mixing desk' -is this intended to grow from the analysis or is something that just occurs as a good idea to the authors?
REVIEWER
The analysis phase of building the metaenthnography is presented in the findings, should be in method.
The findings refer to ‗Cultural lens' -is this referring to culture outside of healthcare or healthcare culture? The discrimination between ‗something' and ‗nothing' seems false -assessing more for degrees of pain or for degrees of impact of pain.
HCP listed as HPC on Page 6, also Page 7, 9 careless unless I am missing something? Reflecting on the overall presentation of results, I would prefer to see fewer quotes but more done with them -basic rule of thumb used in this paper is to present two quotes for each assertion, but the reader is left to make the connection between the concept introduced in the preceding paragraph e.g. the point introduced about borderland and the quote that is supposed to support this. Would be more effective to have fewer quotes but then to see the interpretive work done to show what is ‗borderland' about the quote in question. In other cases there may be differences between quotes being used to illustrate diversity in the concept, but as it is there are two quotes applied to each assertion without reference to the content really at any time. If you look at page 13 it is mainly comprised of quotes, is this study one where you develop a concept or make short assertions and provide implicit evidence Homogeneity / heterogeneity is a key issue here -given the breadth of the investigation I would expect some diversity, culturally, professionally between different disciplines, treatment contexts, patient groups -but we get a unitary construct -e.g., professionals felt patients might make ‗wrong' decisions Missing syntax on first line of theme introduced on page 11
Page 13 -‗patient mileage' -another example of a phrase that I would rephrase or if deemed valuable to unpack sufficiently for meaning.
Personally I'm not too impressed with the ‗mixing console' analogy, I didn't get a lead up during the themes that this was heading to the idea that the clinicians are formulating ‗music', as in particular most of the commentary was negative -talking about challenges, difficulties etc. -mostly dissonant rather than ‗music'. Plus, seeing the elements of care as elements of music implies a deterministic position, this is neither ‗good nor bad'. Overall what is the implication for the patients' rights and interests stemming from your model, and should this implication be accommodated within your model, or are you suggesting it is value free? Such a view is possible but I don't see it argued in the methodology. I see a vision of the HCP as the mixer and manager and creator of the music to be a power laden view, this is continued in the discussion where the ‗I' is the voice of the clinician who seems to be assumed to be the person making all the decisions about what mix is required.
While this might reflect the ideology inherent in the quotes, I think it is an important part of the concept to reflect this implicit position of power as it resonates with your opening statement about patients' view of being in an adversarial position.
The concept of duality is good but does it imply there is duality within clinicians or between clinicians when considered as a whole groupis there any of this that can be traced back to context, setting, professional discipline etc.?
Confused by reference to Emperor's new clothes on page 15
Can we hear in the discussion about specific implications or suggestions for research, about reconciling to some degree with patient literature, and limitations / critical reflection on this piece of research -e.g. use of 77 studies in a meta synthesis must present certain challenges.
The use of HCP as a term ultimately rings a bit hollow for me in the discussion with the reference to prescribing of opioids which positions the main meaning of HCP as a medical role i.e. the doctor as opposed to other professions.
Overall I feel that the paper has merits in its efforts to assimilate literature on this critically important topic. However I wonder if the stage presented by a set of 77 studies is being oversimplified or to what degree the meta ethnography is the most appropriate strategy -I would like to have this explained and argued more strongly. I find the presentation of the findings does include conceptual organisation yet what is being done in the presentation of the individual points and use of quotes strikes me as simplistic, very little attention to nuances of language use in the quotes. I am also reiterating the issue about the diversity of contexts, disciplines, etc. and how this is not at all apparent when the authors present their synthesis. I finding some aspects of the discussion disheartening -the centrality of the practitioner as the determiner of the care process and reference to ‗I' too closely aligning authors with the practitioners, and little critical questioning of HCP role and power. Finally I don't feel the mixing desk analogy follows naturally from the findings and feels a bit bolted on.
VERSION 1 -AUTHOR RESPONSE

Reviewer: 1 Bridget Laging
We are pleased that you feel our paper provides valuable insight into the experiences of healthcare professionals who care for with people with chronic pain.
1. Research question and study objective A definition of chronic, non-malignant pain is needed. Some background on the context of chronic pain diagnosis and treatment issues is also needed.
We have added the following in response to both reviewers' comments: Chronic pain is defined as pain which persists beyond the three months expected time of healing [1] . In 2009, an estimated five million people in the UK develop chronic pain [2] , and a recent systematic review suggests that this may underestimate the problem [3] . Around 20% of adults in Europe have chronic pain [4] and in the USA more than 25 million adults (11%) experience chronic pain [5] . Chronic pain is challenging because it persists beyond healing time and is not easy to explain or treat. A range of clinical staff are involved in caring for people with chronic pain and in the UK there is a wide range in the provision of specialist care [6] . Not all patients with chronic pain have access to specialist services, and a national UK audit in 2012 indicated that only 40% of pain clinics met the minimum stand of having a psychologist, physiotherapist and physician [6] . The audit suggests that as many as 20% of patients with chronic pain visit accident and emergency departments even after visiting their general practitioner (GP), and as many as 66% visit a clinician three times within a six month period.
2. The following sentence needs to be clarified -Each year over five million people develop chronic pain‖. Is this worldwide?
We have now clarified this (see response 1).
3. The relevance of the following sentence to your topic is not clear. -For example, medicine taking [4] , diabetes [5] antidepressants [6] , osteoporosis [7] chronic musculoskeletal pain [2, 8] and chronic pelvic pain [9] .‖ The relevance of this is to give readers some examples of where meta-ethnography has been used in health research. We have rewritten to clarify this:
We aimed to conduct a QES using the methods of meta-ethnography [7] Meta-ethnography is widely used and has provided insight into healthcare experiences such as; medicine taking [8] , diabetes [9] antidepressants [10] , osteoporosis [11] chronic musculoskeletal pain [12, 13] and chronic pelvic pain [14] .
Abstract:
Remove abbreviations from abstract (HCPs)
Thanks. We have removed these.
5. Consider replacement of -conceptual synthesis of qualitative research‖ with meta-synthesis.
We have replaced throughout with qualitative evidence synthesis (QES) which is now commonly used.
6. Who are HCPs? It would be useful to clarify who this group consists of in the abstract? This is an important point raised by both reviewers. The study included a wide range of HCPs and we have now included much more detail on this. We have added to the study table details of numbers of different HCPs (where available) and also indicated the source of each narrative exemplar chosen to illustrate the themes.
In the abstract we have added:
The experiences of over 1551 international healthcare professionals including doctors, nurses and other healthcare professionals.
7. Clarify -We rated confidence in review findings as moderate (5 findings) or high (1 finding)/‖
To simplify, we have reworded this in the abstract and explain in full in the body text:
We rated confidence in review findings as moderate to high. We rated our confidence in the review finding as high when it was supported by more than half of the studies (n≥39). However, there is currently no agreed way of making an assessment of confidence for QES.
It is not clear what is meant by ‗internationally relevant'. Further clarification is needed to support this statement.
We have removed ‗internationally relevant' from abstract, and indicate the countries from which the synthesis was drawn in the main body text (see below). We also indicate country of origin in each narrative exemplar. We included 77 published studies reporting the experiences of over 1551 HCPs from USA (20 studies), UK (18 studies), Canada (10 studies), Sweden (10 studies), Netherlands (4 studies), Norway (4 studies), Australia (4 studies), France (1 study), Germany (1 study), Hong Kong (1 study), Ireland (1 study), Israel (1 study), Italy (1 study) and Spain (1 study) (table 1).
9. Conclusion: The phrase ‗findings highlight' is repeated. Consider condensing these two sentences.
We have removed duplication and reworded: This is the first Qualitative Evidence Synthesis of healthcare professionals' experiences of treating people with chronic non-malignant pain. We have presented a model that we developed to help healthcare professionals to understand, think about and modify experiences of treating patients with chronic pain. Our findings highlight scepticism about chronic pain that might explain why patients feel they are not believed. Findings also indicate a dualism in the bio-psychosocial model and the complexity of navigating therapeutic relationships. Our model may be transferable to other patient groups or situations.
10. Also this sentence is an example of anthropomorphism. Consider rephrasing this to acknowledge the role of the researchers who analysed this data.
We have rewritten to clarify (see response 9). Methods:
11. p.4 28 What is meta-ethnography? A clearer definition is required here.
We have developed the methods section for clarity: Meta-ethnography is a method developed by Noblit and Hare which aims to synthesise qualitative research findings into a whole that is greater than the sum of its original parts [7] .
We used the methods of Meta-ethnography developed, refined and reported by Toye and colleagues [12, 15] . There are various methods for synthesising qualitative research [16] [17] [18] [19] [20] . An important distinction is between (a) those that describe findings and (b) those, like meta-ethnography, that develop conceptual understandings through a process of constant comparison and abstraction [7] . There are seven stages to meta-ethnography: getting started, deciding what is relevant, reading the studies, determining how studies are related, translating studies into each other, synthesising translations and expressing the synthesis [15] .
12. In the abstract it is stated that articles were collected from the inception to present time. This is not elaborated on in the methods section. It is not clear why this time period has been selected. Why not a later date? Also, in the findings, it would be useful to identify when were most studies were published.
We have addressed this in the methods section and have now indicated when most studies were published: Six studies were published before 2000; 37 were published between 2000 and 2010; 34 were published from 2011 onwards.
13. p.4 34-38 It is stated that there are seven stages to meta-ethnography, but only six are listed.
Thanks, we missed and important step -reading: -There are seven stages to meta-ethnography: getting started, deciding what is relevant, reading the studies, determining how studies are related, translating studies into each other, synthesising translations and expressing the synthesis‖ 14. p. 5 26 In the introduction to the method the authors state that meta-ethnography goes beyond description to develop conceptual understandings. The authors need to describe in this section how this was undertaken. Further description of how constant comparative analysis was undertaken to develop initial concepts into themes is also needed.
We have developed the methods section in response to both reviewers: We planned to develop a line of argument synthesis, which involves ‗making a whole into something more than the parts alone imply' [7] (page 28). This is achieved by comparing concepts and developing ‗a grounded theory that puts the similarities and differences between studies into interpretive order' [7] (page 64). Analysis in large QES involves a process of: identifying concepts from qualitative studies; abstracting these concepts into conceptual categories; further abstracting categories into themes; and finally developing a line of argument that makes sense of the themes. We read studies in batches of topic or professional grouping. We did not use an index paper to orientate the synthesis [21] , as we felt that this choice can have a dramatic impact on the interpretation [22] . Two reviewers read each paper to identify, describe and list concepts. If they agreed that there was no clear concept then it was excluded. Through constantly comparing and discussing concepts three reviewers abstracted concepts into conceptual categories, using NVivo 11 software for qualitative analysis to keep track of our analytical decisions [23] . NVivo is particularly useful for collaborative analysis as it allows the team to keep a record and compare interpretations. Once we had agreed and defined conceptual categories, these were printed onto cards and sent to our advisory group to read and sort into thematic groups. This group consisted of patients, allied health professionals, nursing professionals, doctors and health service managers. Then, during an advisory meeting, the reviewers worked alongside the advisory group to finalise the themes that would be included in the line of argument [7] . In this way, we were able to challenge our own interpretations. The final analytic stage, ‗synthesising translations' involved the three reviewers working together alongside the advisory group to craft the final themes into a ‗line of argument'. Some reviewers do not present a line of argument as part of their QES findings. Frost and colleagues indicate that there has been a move away from interpretation and theory development in QES towards aggregative forms of synthesis [24] .
15. p.5 p.35 A reference is made to Figure 2 . This figure needs a heading and the flow chart needs to be adjusted to match the PRISMA chart.
We have added a heading and revised language to be in line with PRISMA. This is a very important point. It was not possible to identify exact numbers from the primary papers. We have included much more detail to table 1 as suggested, contextualised narrative exemplars and added: Table 1 shows the author, year of publication, country, sample size, data collection, analytic approach, and professional group/context, participants and study focus. The studies included explored the experience of: General Practitioners (10 studies); mixed HCPs in diverse contexts (4 studies); physiotherapists (3 studies); physiotherapists with a speciality in chronic pain (3 studies); mixed HCPs in Fibromyalgia (5 studies); mixed HCPs in chronic pain services (11 studies); mixed HCPs in pain management related to employment (5 studies); mixed HCPs prescribing opioids to patients with chronic pain (12 studies); mixed HCPs utilising guidelines for chronic pain (6 studies); mixed HCPs working with older adults with chronic pain (3 studies); mixed HCPs working in long term care facilities (13 studies); nurses (2 studies).
18. A definition of allied health professionals is also needed to identify which disciplines were included.
We have removed allied and replaced this with ‗other health professionals' and also included participant information in the revised table.
19. A brief overview of the main contexts and geographical locations would also be useful in text.
We agree that this is important contextual information and have added the geographical locations (see question 8 above) and also the study focus in (revised table 1 We agreed that ethical issues had been satisfactorily considered in the study design of all 77 studies and none were excluded on ethical grounds.
Findings -do the findings address the research question?
The aim of this paper is to present -A meta-ethnography to understand healthcare professionals' experience of treating adults with chronic non-malignant pain‖ The title of Figure 3 , which depicts the conceptual model developed from the meta-synthesis is entitled ‗Siren Song of Diagnosis'. This does not clearly link with the initial aim, and there needs to be some clarification regarding whether the focus of this paper is on identifying and diagnosing chronic pain or the treatment. My feeling is that it is the former.
We have now clarified this as follows:
[In findings] We aimed to explore healthcare professionals' experience of treating chronic nonmalignant pain. We found that studies explored the experiences of diagnosing and treating chronic pain, and that these experiences were inextricably linked.
[In discussion] Culture has been described as the ‗inherited lens' through which individuals understand the world and learn how to live in it [25] . Both patients and their HCPs are embedded in a wider culture where biomedical explanations have the power to bestow credibility. Studies explore the experience of both diagnosing and treating pain and demonstrate that these are inextricably linked. Our findings highlight the cultural scepticism that underpins the siren song of diagnosis, where HCPs and patients can be driven by the need for a diagnosis. This may help us to understand why patients with chronic pain often experience a strong sense of not being believed. They also demonstrate how the bio-psychosocial model can hide a continuing dualism, where HCPs prioritise biomedical findings and make an abrupt switch to psychosocial explanations when no diagnosis is found. ‗Siren song of diagnosis' is not the title of this figure so we have amended to clarify this and provided a title ( 27. Also, the term -non-clinical judgement‖ is ambiguous and requires clarification.
We have reworded as suggested (response 27)
28. The introduction to this theme could be enhanced with reference to the lack of trust that HCPs have in what patients say regarding their pain.
We have reworded along these lines (response 27) 29. Whilst quotes are supported by references to the studies, the findings would be enhanced if there was also identification of the participant discipline from the original study.
We have now added detail on professional group in revised table 30 . p. 7, 1. What is ‗boundary work'? A definition is needed here.
Thank you. Boundary work refers to the process of categorisation. We have rewritten to clarify this concept: HCPs engaged in a process of categorisation to decipher patients' truth claims. This categorisation hinged upon deciphering a multiplicity of dualities which were superimposed on a polarity of ‗good' and ‗bad. HCP described these dualities as follows: easy/difficult; explained/not explained, local/diffuse pain; adherent/non-adherent; stoical/weak; motivated/ unmotivated; accepting/resisting; non-complaining/complaining; deserving/non-deserving. Some recognised that this categorisation was flawed and advocated trust as the basis of the therapeutic relationship.
31. p. 7, 2. Which studies did the following concepts arise from?: This boundary work hinged on a multiplicity of dualities superposed on a polarity of ‗good' and ‗bad' (easy/difficult; explained/not explained, local/diffuse pain; adherent/non-adherent; stoical/weak; motivated; unmotivated; accepting/resisting; non-complaining/complaining; deserving/non-deserving).
The studies supporting each concept are indicated in The poles are neither inherently good nor bad; just as bass and treble are neither inherently good nor bad. It is the correct mix within a context that contributes to the quality of music. Our console also incorporates the pitch or level of loss, both professional and personal, that can contribute to the harmony or dissonance of a therapeutic encounter. This is a really beautiful analogy. Further description of Figure 3 is needed. How did the authors arrive at the conclusion of where to place the knobs on the five scales?
Thank you, we are very pleased that you think so. We have clarified this as follows:
The levels indicated in figure 3 are an example and do not indicate any sense of ‗correct' balance. Different HCPs may adjust the balance differently for each individual and context.
Discussion and justification
Again, clarification regarding whether this paper is about diagnosis or treatment is needed. This is an important point and we have clarified and developed it in the discussion (see response 26) 40. p.15, 18 Do any studies exist that have explored or implemented a bio-psychosocial approach exist in the literature? Support from these would be useful here.
Yes, themes are drawn from a range of approach. The revised table 1 gives details of professionals and context. We have added to the discussion: The themes are drawn from a wide range of HCPs, including those specialising in chronic pain management who may be more likely to adopt a biopsychosocial approach [52, 54, [57] [58] [59] [60] [61] [62] [63] [64] [65] [66] [67] [68] [69] 41. A recommendation is made by the authors that -It might be useful for clinical educators to consider overlaps in training need between palliative care and chronic pain management‖. The link with palliative care is not clear here, as this has not been introduced in the paper until now. What educational preparation exists at present for HCPs regarding chronic pain? Some discussion around this would be helpful.
We have removed the reference to palliative care as unsubstantiated. We have added: A survey of undergraduate pain curricula for healthcare professionals in the UK [70] indicates that although these curricula are available, pain education is highly variable and ‗woefully inadequate given the prevalence and burden of pain' [70] (page 78).
42. p.15, 37-38 HCPs did not discuss -their own personal life context which is also likely, at times, to contribute and make HPCs less resilient to personal or professional losses. This identifies a limitation in the studies included. Do other studies support this statement that personal life influences HCP experiences in management of chronic pain? Or, is this a gap in the literature? Clarification needed here.
We have clarified as follows: HCPs included in this review did not discuss their own personal life context which intuitively might contribute to a sense of loss. This might indicate that there were topics that were not explored in the initial interview studies and further research might explore the impact of this on HCPs' resilience to challenges of treating people with chronic pain and other conditions. Limitations: 43. p. 15, [42] [43] [44] [45] [46] [47] [48] [49] [50] [51] [52] [53] [54] [55] This detail belongs in the section discussing the critique on the quality of the studies.
-We need to consider that there is currently no agreed way of making an assessment of confidence for qualitative synthesis. We utilised the GRADE-CERQual to rate confidence as high when a theme was supported by a least half of the studies (n≥39)‖.
-There are issues to be considered in our use of GRADE-CERqual: First, we know that there is limited agreement about what a good qualitative study is [22, 24] . Secondly, although weight (adequacy) and consistency (coherence) [25] of data can contribute to the gravity of a finding, it is important to consider that gravity has a qualitative component; a single idea can exert a strong gravitational pull. The Tale of the Emperor's New Clothes highlights the validity of a small voice in the crowd‖. Further clarification of what you are trying to say here is needed. Are you saying that although greater validity can be associated with consistency of findings across studies is important, the value of stand-alone findings is also valuable? If this is so, is a weakness of the study the exclusion of findings that are different to those that were not consistently identified?
This is a very important methodological point and we have developed it more fully in the discussion as follows: Although we utilised the GRADE CERQual approach, there is currently no agreed way to determine confidence in QES findings. It would be useful for future studies to consider the following issues: First, although GRADE CERQual considers methodological limitations as having an impact on confidence in reviews, there is limited agreement about what a good qualitative study is [71, 72] . Indeed, a significant number of QES reviewers choose not to appraise studies [73] . Although quality appraisal might highlight methodological flaws, it does not necessarily help us to appraise the usefulness of findings for the purposes of QES. It could be argued that good studies are excluded if our primary concern is methodology rather than conceptual insight [71, 73] . It would be useful for future studies to address how reviewers can be more discerning about the value of particular studies and the influence on analytical decision. This issue will become more important as the number of primary qualitative research studies grows. Although our reviewers agreed about which studies were ‗key', ‗fatally flawed' or ‗irrelevant' [18] the majority of studies were appraised as ‗satisfactory'. As only five studies were appraised as ‗key' this status did not influence data analysis. Secondly, GRADE CERQual considers adequacy (weight) and coherence (consistency) of data as important factors that can contribute to confidence in a review finding. However do these necessarily equate to validity and how do we know what is adequate? The issue of determining adequacy resonates with the unresolved question ‗how many qualitative interviews is enough?' [74] . We chose to rate our confidence in a finding as high when a theme was supported by a least half of the studies (n≥39). However, although you could argue that weight and consistency [75] of findings contribute to the persuasiveness of a finding, it is important to consider that a unique idea can exert a significant pull. It is thus important not to ignore unique or inconsistent findings. We have found that confidence in QES findings can grow when you incorporate a large number of studies. However, QES reviewers can be caught between a rock and a hard place as they face criticisms for undertaking reviews that are ‗too small' (and thus anecdotal) or ‗too large' (not indepth). Another potential criticism of a QES that includes a large number of studies is that it is possible to lose sight of the nuances of the primary studies. We found that using Nvivo qualitative analysis software allowed us to keep track of our analytical decisions whilst being able to continually refer back to the primary studies. This ensured that we kept sight of the primary studies.
44. Another weakness of the review that needs to be considered is the limited description of participants. It is unclear if the perspectives represented are shared by doctors, nurses and allied health professionals. It is also unclear if each professional group was represented in the findings, or whether the findings are more representative of one professional group.
We have now added this detail to the revised table and exemplary quotes.
Reviewer: 2 Padraig MacNeela 1. This study is a meta-ethnography of a very large number of studies -77 studies. Phrasing is at times casual, for instance, the statement ‗healthcare as adversarial' p.4 -may have adversarial aspects but to describe healthcare as a whole in this way is not a suitable way to open.
We have rewritten the opening to substantiate this finding: A recent synthesis of 11 qualitative evidence syntheses (QES) has highlighted the personal challenge of living with chronic non-malignant pain and the loss of personal credibility that is integral to this experience [76] . Findings from a QES of 77 qualitative studies exploring patients experience of living with chronic non-malignant pain also demonstrate that patients can experience healthcare as an adversarial battle [12] . Understanding this experience from the perspective of healthcare professionals (HCPs) will help us to unpick this experience and thus contribute to improvements in care provision.
2. The study refers to health care professionals -HCPs, although no discrimination is made between different professional groups and settings within health care, which I think is a critical point given the breadth covered in the review.
Thank you. This is an important point raised by both reviewers. The study included a wide range of HCPs and we have now included more detail on this. We have added to the study table 1 details of numbers of different HCPs (where available in primary studies) and also indicated the source of each narrative exemplar chosen to illustrate the themes.
3. The strategy is referred to as ‗conceptual synthesis', and then the authors move on -I bring up this example as in many instances the authors need to further unpack what is meant.
Thank you. We have now developed the description of our methods to unpack what this means. For clarity, we now refer ‗line of argument' throughout rather than conceptual model, which is more in keeping with Noblit and Hare's original text.
4. There is a very brief background given on past research, which I believe needs more development -what is chronic pain, what are the categories of HCPs involved, what is their role in terms of provision of care (medication, psychosocial, informal support; community / institutional / specialised; acute / chronic).
We now provide fuller background: Chronic pain is defined as pain which persists beyond the three months expected time of healing [1] . In 2009, an estimated five million people in the UK develop chronic pain [2] , and a recent systematic review suggests that this may underestimate the problem [3] . Around 20% of adults in Europe have chronic pain [4] and in the USA more than 25 million adults (11%) experience chronic pain [5] . Chronic pain is challenging because it persists beyond healing time and is not easy to explain or treat. A range of clinical staff are involved in caring for people with chronic pain and in the UK there is a wide range in the provision of specialist care [6] . Not all patients with chronic pain have access to specialist services, and a national UK audit in 2012 indicated that only 40% of pain clinics met the minimum stand of having a psychologist, physiotherapist and physician [6] . The audit suggests that as many as 20% of patients with chronic pain visit accident and emergency departments even after visiting their general practitioner (GP), and as many as 66% visit a clinician three times within a six month period. Chronic pain is challenging because it persists beyond healing time and is not easy to explain or treat. A range of clinical staff are involved in caring for people with chronic pain and in the UK there is a wide range in the provision of specialist care [6] . Not all patients with chronic pain have access to specialist services, and a national UK audit in 2012 indicated that only 40% of pain clinics met the minimum stand of having a psychologist, physiotherapist and physician [6] . The audit suggests that as many as 20% of patients with chronic pain visit accident and emergency departments even after visiting their general practitioner (GP), and as many as 66% visit a clinician three times within a six month period. A survey of undergraduate pain curricula for healthcare professionals in the UK [70] indicates that although these curricula are available, pain education is highly variable and ‗woefully inadequate given the prevalence and burden of pain' [70] (page 78).
5. More discussion and summary is required in text of the range of number of studies included in this method. What proportions were in primary care, what proportion had mixed health care professional background as opposed to one discipline?
This is an important point. The study included a wide range of HCPs and we have now included more detail on this. We have added to the study table (1) details of numbers of different HCPs (where available in primary studies) and also indicated the source of each narrative exemplar chosen to illustrate the themes.
Psychinfo -incorrect spelling
Thank you. This has been changed 7. The phrase ‗Previous experience' p.4 -can you unpack this, do you mean these authors in particular?
Thank you. This raises as important issue about how wide to cast the search net for QES. We have clarified this as follows:
In their original text, Noblit and Hare do not advocate an exhaustive search [7] and the number of studies included in meta-ethnographies ranges [17, 19, 73] . Unlike quantitative syntheses, qualitative syntheses do not aim to summarise the entire body of available knowledge or make statistical inference. We searched five electronic bibliographic databases (Medline, Embase, Cinahl, PsycINFO, Amed) using terms adapted from the InterTASC Information Specialists' Sub-Group (ISSG) Search Filter Resources [77] [78] [79] [80] . We used subject headings and free text terms for qualitative research, combined with subject heading and free text terms for pain (figure 1). We did not include citation checks, hand searching, grey literature or PhDs as in our previous QES 95% of the included studies were identified in the first three databases searched [15] . We included studies that explored the experience of all clinical healthcare staff involved in the care of patients with chronic pain.
8. What categories did the studies fall into with respect to the illness / form of chronic pain?
You make an important point. We have added the study focus into table 1 to allow readers to assess context and transferability of findings. We have also added as a discussion point: HCPs described experience of treating chronic non-malignant pain that was not boundaried to a particular body system, but was a summative experience that cuts across conditions. Further research might focus on specific diagnosis (such as neuropathic, visceral, pelvic or phantom pain, arthritis) in order to explore potential similarities and difference in HCP experiences of treating these conditions.
9. Reference made to the authors having ‗worked with a project advisory group' -what did this consist of?
We have now clarified their role in analysis in the methods section (see response 10 below)
10. What's the basis for the conceptual analysis, what was the emerging model or conceptualization that guided the researchers in filtering and configuring the 371 elements to 42 larger constructs and then to 6? The process is not sufficiently documented. Later at the end of the findings we hear the analogy of a ‗mixing desk' -is this intended to grow from the analysis or is something that just occurs as a good idea to the authors?
We have expanded the methods section in response to your helpful comments:
We planned to develop a line of argument synthesis, which involves ‗making a whole into something more than the parts alone imply' [7] (page 28). Analysis in large QES involves a process of: identifying concepts from qualitative studies; abstracting these concepts into conceptual categories; further abstracting categories into themes; and finally developing a line of argument that makes sense of the themes. We read studies in batches of topic or professional grouping. We did not use an index paper to orientate the synthesis [21] , as we felt that this choice can have a dramatic impact on the interpretation [22] . Two reviewers read each paper to identify, describe and list concepts. If they agreed that there was no clear concept then it was excluded. Through constantly comparing and discussing concepts three reviewers abstracted concepts into conceptual categories, using NVivo 11 software for qualitative analysis to keep track of our analytical decisions [23] . NVivo is particularly useful for collaborative analysis as it allows the team to keep a record and compare interpretations. Once we had agreed and defined conceptual categories, these were printed onto cards and sent to our advisory group to read and sort into thematic groups.
This group consisted of patients, allied health professionals, nursing professionals, doctors and managers. Then, during advisory meeting, the reviewers worked alongside the advisory group to finalise the themes that would be included in the line of argument [7] . In this way, we were able to challenge our own interpretations. Some reviewers do not present a line of argument as part of their QES findings. Frost and colleagues indicate that there has been a move away from interpretation and theory development in QES towards aggregative forms of synthesis [24] . The final analytic stage, ‗synthesising translations' involved the three reviewers working together alongside the advisory group to craft the final themes into a ‗line of argument' to build up a picture of the whole, grounded in the themes.
11. The analysis phase of building the meta-ethnography is presented in the findings should be in method.
We have revised and removed methods from findings as follows: Two reviewers identified 371 concepts from the 77 studies included. They organised the 371 concepts into 42 conceptual categories and then into six themes: Fifteen out of 371 concepts did not fit our analysis (appendix 1). There were several topics with insufficient weight to develop robust themes: ethnicity [35, 65, [81] [82] [83] ; gender [84] and older people [29, 30, [85] [86] [87] [88] [89] [90] [91] . These may indicate useful areas of further research. Experience specific to opioid prescribing is reported elsewhere. A short film presenting the key themes is available on YouTube 12. The findings refer to ‗Cultural lens' -is this referring to culture outside of healthcare or healthcare culture?
We have rewritten to clarify cultural lens in response to both reviewers: This theme describes a culturally entrenched sceptical view of chronic non-malignant pain from which HCPs did not always trust patients' reports of pain. This lack of trust meant that clinical work involved determining whether the pain was something or nothing. HCPs found themselves making judgements, based on personal factors rather than clinical findings, about whether the pain was real or imagined. They pondered dissonance between what the patient said and what the HCP could see. We also consider this again in the discussion: Culture has been described as the ‗inherited lens' through which individuals understand the world and learn how to live in it [25] . Both patients and their HCPs are embedded in a wider culture where biomedical explanations have the power to bestow credibility.
13. The discrimination between ‗something' and ‗nothing' seems false -assessing more for degrees of pain or for degrees of impact of pain.
We did not mean to imply that this should be part of assessment, which should certainly include degrees of pain and impact of pain. We have reworded to clarify this: This theme describes a culturally entrenched sceptical view of chronic non-malignant pain from which HCPs did not always trust patients' reports of pain. This lack of trust meant that clinical work involved determining whether the pain was something or nothing. HCPs found themselves making judgements, based on personal factors rather than clinical findings, about whether the pain was real or imagined. They pondered dissonance between what the patient said and what the HCP could see.
14. HCP listed as HPC on Page 6, also Page 7, 9
We have corrected these typos.
Page 7: ‗superposed'
We have changed this to superimposed 16. Why is the boundary work ‗moral'
It is moral because it incorporates a categorisation based on non-clinical factors of vice or virtue. We have clarified this: HCPs engaged in a process of categorisation to decipher patients' truth claims. This categorisation hinged upon deciphering a multiplicity of dualities which were superimposed on a polarity of ‗good' and ‗bad. HCP described these dualities as follows: easy/difficult; explained/not explained, local/diffuse pain; adherent/non-adherent; stoical/weak; motivated/unmotivated; accepting/resisting; non-complaining/complaining; deserving/non-deserving. Some recognised that this categorisation was flawed and advocated trust as the basis of the therapeutic relationship.
17. Is the strategy on page 8 actually ‗concealment' or a professional strategy of getting the patient on board
We have changed this to ‗get the patient on board'.
18. When saying ‗some felt' on page 8 I am wondering what the difference is here from a thematic analysis -you said you wanted to portray a conceptual model, but here I don't see that followed through if you are simply documenting the proportion of studies that refer to a particular point, particularly if phrased in terms of ‗some felt' it comes across like a theme
We feel that using the terms: ‗some . . . others . . .' is not incompatible with conceptual abstraction. It is important to keep hold of the diversity of views that can underpin a developing idea. We do not attempt to document the proportion of HCPs who hold to a particular point as this is not the aim of qualitative analysis. We indicate which themes are supported by which studies and which provide concepts that do not fit our analysis. Our line of argument follows our conceptual abstraction through to completion.
19. Page 9 -‗the geography between patient and HPC' -phrasing seems awkward, what is a ‗borderland'
We have revised for consistence to make borderland ‗geography between patient and clinician'. Reference to geography is important as it portrays the theme developed with our PPI members to indicate terrain that could be difficult at times to traverse. We have added this to clarify: This describes the complexity of navigating the geography between patient and HCP. The metaphor of geography helps to portray a sense that the terrain could prove treacherous.
20. Reflecting on the overall presentation of results, I would prefer to see fewer quotes but more done with them -basic rule of thumb used in this paper is to present two quotes for each assertion, but the reader is left to make the connection between the concept introduced in the preceding paragraph e.g. the point introduced about borderland and the quote that is supposed to support this. Would be more effective to have fewer quotes but then to see the interpretive work done to show what is ‗borderland' about the quote in question.
In other cases there may be differences between quotes being used to illustrate diversity in the concept, but as it is there are two quotes applied to each assertion without reference to the content really at any time. If you look at page 13 it is mainly comprised of quotes, is this study one where you develop a concept or make short assertions and provide implicit evidence We have considered your point and rewritten the findings using fewer narrative exemplars that are more clearly woven in with the description of the concepts.
21. Homogeneity / heterogeneity is a key issue here -given the breadth of the investigation I would expect some diversity, culturally, professionally between different disciplines, treatment contexts, patient groups -but we get a unitary construct -e.g., professionals felt patients might make ‗wrong' decisions Table 2 indicates the studies from which each theme was drawn. In the interests of transparency, we also indicate themes that did not fit our analysis (appendix 1), which is not standard for QES. As suggested by both reviewers, we have substantially amended our table 1 to include details of participants and focus of each review to allow readers to determine transferability.
Missing syntax on first line of theme introduced on page 11
Have added ‗an advocate'
23. Page 13 -‗patient mileage' -another example of a phrase that I would rephrase or if deemed valuable to unpack sufficiently for meaning.
We have reworded as suggested to: ‗Amount of experience treating patients which chronic pain' 24. Personally I'm not too impressed with the ‗mixing console' analogy, I didn't get a lead up during the themes that this was heading to the idea that the clinicians are formulating ‗music', as in particular most of the commentary was negative -talking about challenges, difficulties etc. -mostly dissonant rather than ‗music'. Plus, seeing the elements of care as elements of music implies a deterministic position, this is neither ‗good nor bad'. Overall what is the implication for the patients' rights and interests stemming from your model, and should this implication be accommodated within your model, or are you suggesting it is value free? Such a view is possible but I don't see it argued in the methodology. I see a vision of the HCP as the mixer and manager and creator of the music to be a power laden view, this is continued in the discussion where the ‗I' is the voice of the clinician who seems to be assumed to be the person making all the decisions about what mix is required. While this might reflect the ideology inherent in the quotes, I think it is an important part of the concept to reflect this implicit position of power as it resonates with your opening statement about patients' view of being in an adversarial position. The concept of duality is good but does it imply there is duality within clinicians or between clinicians when considered as a whole group -is there any of this that can be traced back to context, setting, professional discipline etc.?
Your point about power is an interesting one. Our analogy of a mixing console aims to encourage HCPs to contemplate their individual and unique mix between the various poles and to adjust this mix appropriately for each patient. The console does not represent a HCP exerting power and directing the space between patient and clinician, more it provides a way for them to reflect on the balance of these factors that influence their experiences of caring for people with chronic pain. We worked closely with PPI members to ensure that patient voice contributed to the line of argument. The mixing console analogy (reviewer 1 describes as a beautiful analogy) has been used in teaching where it has been an accessible and useful learning tool.
We recognise that lines of argument are not fixed or finite, but rather provide food for thought. We have added this point to our limitations section. We have explicitly stated in the discussion that a particular mix is neither good nor bad.
Confused by reference to Emperor's new clothes on page 15
We have removed this 26. Can we hear in the discussion about specific implications or suggestions for research, about reconciling to some degree with patient literature, and limitations / critical reflection on this piece of research -e.g. use of 77 studies in a meta synthesis must present certain challenges.
We have developed the discussion to include challenge and limitations of QES, including:
We have found that confidence in QES findings can grow when you incorporate a large number of studies. However, QES reviewers can be caught between a rock and a hard place as they face criticisms for undertaking reviews that are ‗too small' (and thus anecdotal) or ‗too large' (not in-depth).
Another potential criticism of a QES that includes a large number of studies is that it is possible to lose sight of the nuances of the primary studies. We found that using Nvivo qualitative analysis software allowed us to keep track of our analytical decisions whilst being able to continually refer back to the primary studies. This ensured that our findings remained grounded in these primary studies.
We also discuss particular implications of quality assessment and confidence in evidence synthesis: Although we utilised the GRADE CERQual approach, there is currently no agreed way to determine confidence in QES findings. It would be useful for future studies to consider the following issues: First, although GRADE CERQual considers methodological limitations as having an impact on confidence in reviews, there is limited agreement about what a good qualitative study is [71, 72] . Indeed, a significant number of QES reviewers choose not to appraise studies [73] . Although quality appraisal might highlight methodological flaws, it does not necessarily help us to appraise the usefulness of findings for the purposes of QES. It could be argued that good studies are excluded if our primary concern is methodology rather than conceptual insight [71, 73] . It would be useful for future studies to address how reviewers can be more discerning about the value of particular studies and the influence on analytical decision. This issue will become more important as the number of primary qualitative research studies grows. Although our reviewers agreed about which studies were ‗key', ‗fatally flawed' or ‗irrelevant' [18] the majority of studies were appraised as ‗satisfactory'. As only five studies were appraised as ‗key' this status did not influence data analysis. Secondly, GRADE CERQual considers adequacy (weight) and coherence (consistency) of data as important factors that can contribute to confidence in a review finding. However do these necessarily equate to validity and how do we know what is adequate? The issue of determining adequacy resonates with the unresolved question ‗how many qualitative interviews is enough?' [74] . We chose to rate our confidence in a finding as high when a theme was supported by a least half of the studies (n≥39). However, although you could argue that weight and consistency [75] of findings contribute to the persuasiveness of a finding, it is important to consider that a unique idea can exert a significant pull. It is thus important not to ignore unique or inconsistent findings.
27. The use of HCP as a term ultimately rings a bit hollow for me in the discussion with the reference to prescribing of opioids which positions the main meaning of HCP as a medical role i.e. the doctor as opposed to other professions.
We have now included participant details in response to both reviewers in table 1 and for exemplary quotes.
28. Overall I feel that the paper has merits in its efforts to assimilate literature on this critically important topic. However I wonder if the stage presented by a set of 77 studies is being oversimplified or to what degree the meta ethnography is the most appropriate strategy -I would like to have this explained and argued more strongly.
We are pleased that you feel the paper has merits. We present the only review of HCPs experience of treating chronic pain and offer a novel line of argument that we feel will help HCPs to critically consider their approach to chronic pain. We are confident in the use of meta-ethnography for a large QES and have experience and previous publication in this area. We direct readers to our methodological paper for large meta-ethnographies. We will use the methods of meta-ethnography developed, refined and reported in a previous metaethnography of patients' experience of chronic musculoskeletal pain. [12] 29. I find the presentation of the findings does include conceptual organisation yet what is being done in the presentation of the individual points and use of quotes strikes me as simplistic, very little attention to nuances of language use in the quotes.
We do not focus on the nuances of language because the data of analysis for meta-ethnography is not the primary first-order narrative. Rather it is the second-order findings of each primary study. Schütz distinction between (1) first-order constructs (the participants' ‗common sense' interpretations in their own words) and (2) second-order constructs (the researchers' interpretations based on firstorder constructs) is a useful one. The ‗data' of meta-ethnography are second-order constructs. In meta-ethnography, these second-order constructs are then further abstracted to develop third-order constructs (the researchers' interpretations of the original authors' interpretations).
30. I am also reiterating the issue about the diversity of contexts, disciplines, etc. and how this is not at all apparent when the authors present their synthesis.
We have now addressed this issue in the revised table 1. I find some aspects of the discussion disheartening -the centrality of the practitioner as the determiner of the care process and reference to ‗I' too closely aligning authors with the practitioners, and little critical questioning of HCP role and power. Finally I don't feel the mixing desk analogy follows naturally from the findings and feels a bit bolted on. You are correct that this study focuses centrally on practitioners as it is based on studies that explore their experience. Our previous studies and film have focused on patient experience https://www.youtube.com/watch?v=FPpu7dXJFRI/ . Our analysis is a collaborative endeavour between social science, medical, allied and nursing professions and patients with chronic pain who played a central role in analysis. We have added: Now we have a body of qualitative knowledge exploring patients' experiences of chronic pain [76] and healthcare professionals experiences, the next challenge in practice is to bring these two bodies of knowledge together and look at how HCPs and patients can work together in managing pain.
